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Background The drive for non-medical prescribing has progressed
quickly since the late 1990s and involves a range of healthcare pro-
fessionals including pharmacists. As part of a commissioned
research project, this qualitative element of a larger case study
focused on the views of patients of pharmacist prescribers.

Objective The aim of this study was to explore patients’ perspec-
tives of pharmacists as prescribers.

Methods Three pharmacists working as independent prescribers in
the clinical areas of (i) hypertension, (ii) cardiovascular/diabetes man-
agement, (iil) anticoagulation were recruited to three case studies of
pharmacist prescribing in Northern Ireland. One hundred and five
patients were invited to participate in focus groups after they had been
prescribed for by the pharmacist. Focus groups took place between
November 2010 and March 2011 (ethical/governance approvals
granted) were audio taped, transcribed verbatim, read independently
by two authors and analysed using constant comparative analysis.

Results Thirty-four patients agreed to participate across seven
focus groups. Analysis revealed the emergence of one overarching
theme: team approach to patient care. A number of subthemes
related to the role of the pharmacist, the role of the doctor and
patient benefits. There was an overwhelming lack of awareness of
pharmacist prescribing. Patients discussed the importance of a
multidisciplinary approach to their care and recognized limitations
of the current model of prescribing.

Conclusion Patients were positive about pharmacist prescribing
and felt that a team approach to their care was the ideal model
especially when treating those with more complex conditions.
Despite positive attitudes, there was a general lack of awareness of
this new mode of practice.
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Introduction

The concept of non-medical prescribing (NMP)
had its genesis in the Cumberlege Report in
1986, which suggested that community nurses
should be able to prescribe some medication as
part of routine patient care.' Historically, pre-
scribing had been solely the domain of physi-
cians,” the establishment of the Advisory
Group on Nurse Prescribing in 1987 led to two
reviews in prescribing, known as the ‘Crown
Reports’. The final Crown Report recom-
mended extending prescribing authority to
non-medical professionals, including pharma-
cists, and pointed to the potential benefits of
patient care, better use of patients’, nurses’ and
doctors’ time and clearer lines of responsibil-
ity.! The Review of Prescribing, Supply and
Administration of Medicines, Final Report
(1999) considered how the extension of pre-
scribing rights would impact on clinical out-
comes, convenience for healthcare users,
professional relationships and costs.®> It was
anticipated that the extension of prescribing
rights would offer patients more timely access
to their medication® and lead to a more conve-
nient, ‘seamless’ high-quality service for
users.”* These benefits were re-iterated in the
Department of Health report ‘Pharmacy in
the Future — Implementing the NHS Plan’.” In
the United Kingdom (UK), two models of
pharmacist prescribing exist: supplementary
and independent prescribing. These models
mainly differ in the extent of responsibility del-
egated to the pharmacist prescriber with the
independent model being the most autono-
mous.> Supplementary prescribing was intro-
duced in 2003 and is defined as ‘a voluntary
partnership between the independent prescriber
(a doctor or dentist) and a supplementary pre-
scriber to implement an agreed patient-specific
formal written protocol® called a Clinical
Management Plan (CMP), with the patient’s
agreement’.®’ The level of the independent
prescriber’s (doctor or dentist) confidence
would usually determine the level of authority
delegated to the supplementary prescriber
(pharmacist).” Over time, supplementary pre-
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scribing was expected to reduce doctors’ work-
loads, freeing up their time to concentrate on
patients with more complicated conditions
and complex treatments. Legal changes were
enacted in 2006 to allow pharmacists and
nurses to qualify as independent prescribers.’
Independent prescribing is defined as ‘prescrib-
ing by a practitioner (e.g. doctor, dentist,
nurse, pharmacist) responsible and accountable
for the assessment of patients with undiag-
nosed or diagnosed conditions and for deci-
sions about the clinical management required,
including prescribing’.® This allowed indepen-
dent prescribing pharmacists to prescribe any
medication from the British National Formu-
lary (BNF), except controlled drugs and unli-
censed medicines, within the limits of their
professional competence.*®

An evaluation of supplementary prescribing
in nursing and pharmacy in England found
that supplementary prescribing was safe and
acceptable to patients and doctors, whilst offer-
ing nurses and pharmacists enhanced job satis-
faction.” This evaluation concluded that
supplementary prescribing consolidated nurses’
existing practice but was an innovation in
working practice for pharmacists, although
NMP remained at very low levels and a lack of
understanding and awareness of supplementary
prescribing was evident amongst doctors and
patients.” A limited number of studies have
explored patient views on the role of pharma-
cists in prescribing; these studies found positive
attitudes and that patients were generally satis-
fied with and confident in the skills of pharma-
cist prescribers.'®™'" In a recent systematic
review assessing the contribution of prescribing
in primary care by nurses and professionals
allied to medicine, most studies reported that
NMP was widely accepted and viewed posi-
tively by both patients and professionals.'> To
date, however, there has been little information
on the impact of pharmacist prescribing (espe-
cially independent prescribing) on patient out-
comes, and relatively little data (qualitative)
has been published on patients’ views and per-
ceptions on the role of pharmacists in prescrib-
ing. The aim of this study was to explore these
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issues from the perspective of patients who had
been prescribed for by pharmacists in three dif-
ferent clinical settings in NI.

Methods

All ethical and governance approvals were
obtained in advance of the study. Three phar-
macists working as independent prescribers in
the clinical areas of (i) hypertension and hyper-
cholesterolemia in a primary care setting, (ii)
cardiovascular and diabetes management in a
secondary care (outpatient) setting and (iii)
anticoagulation in a secondary care (outpa-
tient) setting were recruited to case studies of
pharmacist prescribing. These pharmacists had
been recruited from a larger study on pharma-
cist prescribing'® and had been selected because
of their areas of prescribing practice and sector
of practice. Patients from these pharmacists’
clinics were recruited to participate in focus
groups. Focus group methodology was selected
to stimulate open conversation allowing for the
expression of ideas and common experiences
(in this case, patient views on pharmacist pre-
scribing), which may not have been expressed
in a one-to-one interview situation.'* Focus
groups were also a more cost-effective and effi-
cient means of accessing the views of a large
number of individuals.'®> All patients for whom
each pharmacist prescribed (on at least one
occasion), who were over the age of 18 years
and able to give written informed consent were
eligible to participate. One hundred and five
patients were invited to take part in focus
groups after they had been prescribed for by
their pharmacist. A two-stage recruitment/
consent process was undertaken. Patients were
invited by their usual prescribing pharmacist
after the pharmacist prescribed for them. The
participating pharmacist took consent in stage
one which allowed patient contact details to
be passed on to the researcher (LMcC). The
researcher rang patients 3 days later to sece
whether they wished to participate in the focus
groups and directed them to complete the con-
sent form. Due to the geographical spread of
case study sites and because patients were
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under the care of three different pharmacists, a
decision was made not to mix groups of
patients of the three pharmacists recruited
to this study. Each focus group took place
between November 2010 and March 2011 at
the site at which the pharmacist prescribed and
was facilitated by the researcher (a non-
pharmacist who had previous experience in
focus group methodology); anonymity was
assured. The discussion was based around a
topic guide developed from a review of the lit-
erature, discussion between the research team
and findings from an earlier study in NI'?
(Table 1 provides an abridged version).

Data collection and analysis

All focus group discussions were digitally
recorded and transcribed verbatim. Each tran-
script was checked against the original digital
recording for accuracy. The data were coded,
and initial themes were identified. All tran-
scribed data were entered into the QSR NVivo®
(QSR International, Victoria, Australia) com-
puter software package (Version 8), which
enabled complex organization, indexing, sorting
and retrieval of qualitative data. Constant
comparative analysis was performed, that is,
transcripts were analysed as focus groups pro-
gressed, so that emergent themes and theories
could be tested and included in further focus
groups. All analysis (identification of themes
and coding) was carried out independently by
the research fellow (LMcC). All transcripts
were then analysed independently by a second
researcher (CH) to ensure agreement was
reached on all coding and themes identified.

Table 1 Topic areas for patient focus groups

Interview topic area(s)

How patients view a pharmacist in the prescribing role
(as opposed to a GP/consultant)

Patients’ views and experiences of pharmacist prescribing

Perceived advantages/disadvantages of pharmacist
prescribing

Patients’ satisfaction with pharmacist prescribing

How pharmacist prescribing has impacted on patient care

Future of pharmacist prescribing

GP, general practitioner.

© 2012 John Wiley & Sons Ltd
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Findings

Thirty-four patients agreed to participate, dis-
tributed over seven groups. All patients were
attending a pharmacist independent prescriber.
Patients 1-11 attended a hypertension and
hypercholesterolemia clinic in primary care.
Patients 12-25 attended a cardiovascular and
diabetes management clinic in secondary care
and patients 26-34 were patients of an antico-
agulation clinic in a secondary care setting.
Table 2 summarizes the demographic informa-
tion pertaining to the participants.

Main themes from patient focus groups

Analysis of the data revealed the emergence of
one overarching theme of team approach to
patient care, which was common throughout the
transcripts and was evident in the three subthemes
of patient benefits, the pharmacist’s role and the
doctor’s role. There was an overwhelming lack of
awareness of pharmacist prescribing (Fig. 1).

Team approach to care
Patients discussed the importance of having a

especially those with more complex medical
conditions and multimorbidity. Patients often
valued a second opinion and felt that both
doctors and pharmacists had an important role
to play in their care. They felt that the doctor
and pharmacist had varied yet complementary
skills, all of which contributed to their overall
care and recognized that each healthcare
professional should play to their individual
strengths (diagnosis [doctor] and medicines
management [pharmacist]). This multidisciplin-
ary approach was viewed as the ideal model.

Each to their own — each has their own valuable
input. My confidence in a pharmacist would be
that I think they would understand the content
of each medication and the effect of each medica-
tion (P13, SC)

If you had really really serious, complicated ill-
nesses that you know, multiple illnesses that all
complicated each other and things, you may also
want — you would certainly want medical and
pharmacological advice (P8, PC)

Patient benefits. The majority of participants

multidisciplinary

approach to their

could not think of any disadvantages to having

Table 2 Demographic characteristics of focus group participants

Focus groups Case study site 1 Case study site 2 Case study site 3 Total
Groups convened
Clinical area(s) Hypertension, Cardiovascular and Anticoagulation -
hypercholesterolemia diabetes management.
Setting GP surgery Hospital inpatient and Hospital outpatient
outpatient
No. of groups 2 3 2 7
Date convened FG 1: 19/11/2010 FG 1: 17/11/2010 FG 1: 11/01/2011 —
FG 2: 26/01/2011 FG 2: 23/11/2010 FG 2: 04/03/2011
FG 3: 21/01/2011
No. participating FG1:n=6 FG1:n=3 FG1l:n=4 -
per group FG2:n=5 FG2:n=7 FG2:n=5
FG3:n=14
Total participants 11 (P1-P11, PO 14 (P12-P25, SC) 9 (P26-P34, SC) 34
Gender
Male FG1:n=2 FG1:n=2 FG1:n=3 20
FG2:n=3 FG2:n=5 FG2:n=3
FG3:n=2
Female FG1l:n=4 FG1:n=1 FG1:n=1 14
FG2:n=2 FG2: n=2 FG2:n=2
FG 3:n=

GP, general practitioner; PC, primary care; SC, secondary care.
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Figure 1 Key themes emerging from analysis.

a pharmacist prescribe for them, with the
exception of concerns over responsibility and
being limited to one arca. Patients were gener-
ally very positive about this form of practice.

I find the pharmacist really really helpful and
especially the one I saw in the ward was exceed-
ingly helpful and reassured me a lot (P12, SC)

The (anticoagulant) service is brilliant now I
think (P31, SC)

A number of patients recognized the limita-
tions of a pharmacist specializing in only one
clinical area in the current model of prescrib-
ing. There were some concerns apparent in
relation to ‘too much responsibility’ for a phar-
macist prescriber.

My one (disadvantage) would be crossing the
specialisms — crossing the illnesses. My experi-
ence here is in relation to diabetic management,
but I would also like one that is appreciative of
my overall (health) (P13, SC)

Yeah and not only that, it would put an awful
burden — a big responsibility (if they were pre-
scribing other medications) (P28, SC)

Patients felt that pharmacists were approach-
able, thorough in the level of information
provided, easy to talk to and non-judgemental.
One of the major advantages of a pharmacist

of pharmacist prescribing, L M McCann et al.

prescriber was the additional time (up to
15 min more for an initial visit compared to
a doctor consultation) allowed for consulta-
tions, which meant pharmacists had time to
listen to any patient concerns. Patients valued
this and often felt rushed in a doctor consul-
tation.

I found it very relaxing. I could communicate —
no fault to the doctor but I felt more at ease
with pharmacist (P2, PC)

For a while I was putting on weight and she (the
pharmacist prescriber) never said a word about
it. All she said was I think we’ll put you on this
and try and control your weight (P21, SC)

Pharmacology is their (pharmacist’s) specialist
area and therefore if anything, they’re going to
be just as well informed as the medical profession
on drugs and as you say they maybe have more
time to explain you know, side-effects (P8, PC)

Patients had an appreciation for the role of
follow-up and felt it was an advantage that the
pharmacist was going to be ‘checking-up’ up
on them. Whilst patients did not mind if a doc-
tor or pharmacist prescribed for them, they
appreciated the regular follow-up with the
pharmacist.

That’s what makes it for me (the follow-up) is
that you know that whatever you’re taking is
going to be checked in a month or 6 weeks or
whatever we have arranged (P1, PC)

I don’t think I mind which one it is (prescribes).
They are both medical professionals so I have
confidence in both of them (P15, SC)

A number of patients perceived that their
medical condition had improved since they
started seeing the pharmacist prescriber.

I was high risk. Family background was all —
high blood pressure, heart trouble and my weight
was high and inside a year I lost over a stone
and got my blood pressure well down and my
cholesterol so I'm well pleased (PS5, PC)

It’s reassuring is the word I would use and she
has also helped me achieve or reach targets that
I may not have been able to do on my own or
through a GP or a consultant (P13, SC)

© 2012 John Wiley & Sons Ltd
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Pharmacist’s role. Patients were very positive
about pharmacist prescribing and were of the
view that pharmacists had a greater knowledge
of drugs, interactions and side-effects than
doctors as this was considered their area of
expertise.

The pharmacist knows a heck of a lot more
about the drugs than the doctor does (P3, PC)

Sometimes when I have said to my own GP look
this drug it said it doesn’t go with this or what-
ever, it doesn’t give you much confidence when
your GP reaches round and gets this large book
and starts to leaf through to find it, so they obvi-
ously have to refer to that to find out, you know
whereas a pharmacist, well in my experience, the
time I spent — didn’t have to read any book.
(The pharmacist) knew exactly what I was talk-
ing about. So that’s impressive (P12, SC)

Excellent idea (pharmacist prescribing), because
pharmacists understand drugs — that’s their speci-
ality (P20, SC)

I would say that the pharmacist is a great help
because they are the drug people after all (P31,
SC)

Doctor’s  role. Although participants cited
many positive aspects of pharmacist prescrib-
ing in their area of specialism, they wanted to
consult their doctor for the initial diagnosis or
if a more ‘serious’ or acute medical problem
arose. They saw the doctor as the primary
diagnostician.

I don’t know whether it’s just tradition, but I
think that the doctor would be better at the diag-
nostic element of it, but whereas the pharmacist
does know the medicines better (P24, SC)

Probably you would want the initial consultation
with the doctor to make sure the diagnosis was
right to begin with... if you’ve a chronic condi-
tion, like something like high blood pressure... I
think that’s where the pharmacist really comes
into it all sort of modifying and tweaking your
medication to make it suit you (P8, PC)

Where a pharmacist’s approach was medica-
tion-focused, patients felt that doctors were

© 2012 John Wiley & Sons Ltd
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better equipped to deal with clinical complex-
ity, as they looked at the ‘big picture’ and had
an overview of all illnesses and how they were
interlinked.

Well with the pharmacist you’re going about
your blood pressure but if you’re going about
something else that he didn’t know about you
would have to see the doctor (P4, PC)

Lack of awareness. There was an overwhelming
lack of awareness that a pharmacist could pre-
scribe (before patients attended the clinic).
Patients were unaware of the additional training
requirements required to become a pharmacist
prescriber and when the researcher explained
the extent of training involved, patients were
often reassured by this.

You wouldn’t imagine that (additional training)
is going on behind the scenes, so that to me is
saying there’s a bit more excellence within the
model (P13, SC)

I never had any realization that a pharmacist
could be involved in that (prescribing) (P9, PC)

In a number of cases, patients felt that they
has been ‘sent’ to the pharmacist prescriber
and had no realization what the pharmacist’s
role in their care would entail.

At the beginning I thought it was unusual (phar-
macist prescribing) — their role wasn’t explained
to me. It was just ‘I'm sending you to see the
pharmacist (P13, SC)

I think most of us here were sent to the pharma-
cist. We didn’t say I want to see a pharmacist.
We were sent (P28, SC)

Discussion

This paper represents the views of patients in
relation to pharmacist independent prescribing
in NI. Patients were very positive about having
a pharmacist prescribe for them as they felt a
pharmacist’s specialism was in their expert
knowledge of medicines. A multidisciplinary
team approach to care was viewed as the ideal
model, with patients recognizing that they
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would want to see their doctor for their initial
diagnosis or for more complex conditions.
Slight tensions were apparent in relation to a
pharmacist being limited to prescribing in one
clinical area. Patients’ knowledge of supple-
mentary prescribing in the study by Bissell and
colleagues was grounded in an understanding
that this occurred in the narrow clinical speci-
ality of the nurse or pharmacist and many
patients drew a clear distinction between this
and the more general clinical knowledge and
work of doctors.” There was an overwhelming
lack of awareness of pharmacist prescribing,
the remit of pharmacist prescribers and the
training requirements to become a prescriber.
Presently, it is unlikely that this holistic multi-
disciplinary team approach will be fully real-
ized without an increase in awareness of
pharmacist prescribing. Few patients in this
present study discussed any disadvantages of
this form of practice; however, there were some
concerns over ‘too much responsibility’ for
pharmacist prescribers.

In this present study, a number of benefits of
pharmacist prescribing were discussed by
patients such as increased time for consultations,
in-depth information provided in relation to
their medicines and a greater feeling of control
and ownership of their medical condition. As
pharmacists specialized in one clinical area and
had fewer patients to see than physicians, this
may account for the longer consultations.
Follow-up with the pharmacist prescriber was
also appreciated, although follow-up is not
uncommon with doctors, however, it was the
regular nature with pharmacist prescribers
that was acknowledged. A systematic review by
Bhanbhro et al.'? identified three studies in pri-
mary care (two nurse, one pharmacy) describing
patient views which reported that NMP were
effective in improving the provision of informa-
tion, advice and understanding on treatment,
conditions, self-care and standard of care.'®'®
Patients in this present study often felt more
relaxed with pharmacists as they considered
them to be helpful, with expert drug knowledge
and non-judgemental as has been reported previ-
ously.'” Whilst a report by Weiss and colleagues,
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did not incorporate patients’ evaluation of bene-
fits of supplementary prescribing, it proposed
the following benefits: longer consultations, in-
depth medicines information, improved support
for medicine taking, associated improvements in
clinical care and access to general health
advice.”® The findings from our focus groups
support the findings from this report. A number
of participants discussed how they felt their
medical condition had improved since attending
the pharmacist prescriber and how they had
reached targets that had previously seemed unat-
tainable. This was the perception of the patient;
the authors have no evidence that this was due
to the input of the pharmacist prescriber.
Patients were accepting the role of pharmacists
and perceived that regular follow-up may poten-
tially play a part in improving adherence and
compliance. This acceptance of pharmacist pre-
scribing has been found in other studies of
NMP.!72122 1n this present study, patients also
felt that they were put at ease in the consultation
with the pharmacist prescriber, who had time to
listen to their concerns and they did not feel they
were being rushed. In an evaluation of nurse and
pharmacist independent prescribing in England,
almost half of patients stated their condition
was better controlled since being treated by their
nurse or pharmacist prescriber.”’

Pharmacist prescribers usually train and pre-
scribe in one clinical area. However, Weiss and
colleagues have argued that patients with mul-
tiple conditions may be disadvantaged in
the supplementary prescribing model and
may need to consult multiple prescribers for
different aspect of their clinical care.”® In this
present study, it was felt that pharmacist pre-
scribers could potentially deal with patients
with multimorbidities (the coexistence of two
or more chronic conditions®*) because of their
training across a number of therapeutic areas
but questions were raised about pharmacists’
ability in managing clinical complexity and
diagnosis. Patients perceived that whilst phar-
macists could manage their hypertension or
diabetes, they would want to see their GP for
the initial diagnosis or if they had more than
one illness or a ‘more serious illness’ as they

© 2012 John Wiley & Sons Ltd
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believed doctors were better at managing com-
plexity and at looking at the bigger picture.
Diagnosis and treating patients with multimor-
bidities is not always easy to implement in
practice.”’ Most pharmacist independent pre-
scribers in the study by Latter and colleagues
did not diagnose as part of their prescribing
role, but worked from a diagnosis made by
another.”® Interestingly, more pharmacist than
nurse independent prescribers reported confi-
dence in prescribing for comorbidities and pre-
scribing controlled drugs, and according to
Latter er al.,”> these may be areas for future
expansion for pharmacists.

Multimorbidity presents challenges for the
patient and the clinician, not only in terms of
the process of care, but also in terms of man-
agement and risk assessment.>> Disease-specific
protocols are best suited to younger patients
who have one clinical condition and who have
not yet developed other diseases.”® However,
for the majority of patients, such guidelines
may be clinically naive, in that they fail to take
account of the reality of multimorbidity in an
increasing number of patients.’® In a study
examining the prevalence and impact of
chronic respiratory disease and multimorbidity
in a general practice setting, O’Kelly et al.*’
concluded that the majority of patients with
chronic respiratory disease had multimorbidity
and that clinical guidelines based on single dis-
ease entities and outcomes were not always
easy to implement.”’ Smith er al.*® also identi-
fied a number of challenges in managing
patients with multimorbidity. Clinical complex-
ity and polypharmacy (concurrent prescribing
of at least four or five drugs®’) are major driv-
ers of GP workload, which have to be taken
into account in delivering clinical interventions
to improve outcomes for patients in primary
care.>* Given the complexity in making diagno-
ses and choosing treatments, it seems that a
broadly trained generalist with a good breadth
of knowledge and time is essential.*® A general-
ist needs the backup of a multidisciplinary
team to improve function and care within the
home or community.?® In clinical practice, indi-
vidual patients often suffer from a collection of
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chronic diseases, which may or may not have a
common aetiology, but often require greatly
differing and often incompatible management.?®
Current and future NMP models need to be
viewed as part of a multidisciplinary, whole
workforce approach to using prescribing to
meet service need.”® Patients in this present
study recognized that the current model of
pharmacist prescribing was limited in this way.

Findings from this present study appear to
support the government’s NMP programme';
patients were very positive about pharmacist
prescribing in general and believed pharmacists
made a valuable contribution to their overall
care. Stewart et al.*® found that some partici-
pants acknowledged that pharmacists may be
more knowledgeable than physicians in terms
of drugs, but that physicians would apply a
more holistic approach to patient care. This
was very apparent in this present study.
Acceptability of independent prescribing to
patients in England is high, as evidenced by
the majority of patients reporting that they
were very satisfied with their visit to their nurse
or pharmacist independent prescriber.>® Simi-
larly, patients in NI also appeared to be very
accepting of pharmacists in the prescribing role
in this present study.

Despite patient support, there was an over-
whelming lack of awareness of pharmacist pre-
scribing. Participants were unaware of the
additional training requirements for qualifica-
tion as a pharmacist prescriber. They discussed
how they were often ‘sent’ to the pharmacist
and had no realization of what their role in their
care would entail. This has been found else-
where; participants in the study by Hobson
et al."” discussed how patients had a poor
understanding of the training and knowledge of
pharmacists and nurses, which affected their
confidence to consult a pharmacist as a pre-
scriber. Healthcare professionals are encouraged
to involve patients in decisions about their treat-
ment and to consider patient preference; how-
ever, this can often prove challenging.’! A
patient education initiative is imperative to raise
awareness of the extended roles and responsibil-
ities of pharmacists.
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Further research is also required to explore
how pharmacists can effectively manage clinical
complexity, multimorbidity and polypharmacy,
and manage patients holistically within a team-
based approach, especially within primary care.
Smith et al.*® noted that new approaches need
to recognize the existence and complexity of
multimorbidity if we are to provide balanced
pragmatic and cost-effective care and address
the expectations of both patients and health-
care providers.

Limitations

It was not possible to mix participants from
the three case study sites due to their
geographical location and because patients
were under the care of three different pharma-
cists. If this study were to be replicated, it
would be interesting to mix participants (with
similar clinical areas) from the three case
study sites in the focus group discussions. It
was also not possible to identify those patients
who had been under the care of the pharma-
cist in the inpatient setting. This would have
provided additional insight into prescribing in
NI. The number of participants recruited to
this qualitative study was quite small with
approximately one-third of those invited
agreeing to take part. Whilst a qualitative
approach was justified, and the results are
transferable (the research findings can be
shared and applied beyond the study setting®>
in NI), it cannot be claimed that these views
are representative of all patients of pharmacist
prescribers, and therefore, the findings may
not be generalizable.

Conclusion

This study provides insight into patient views
on pharmacist independent prescribing in three
different clinical settings in both the primary
and secondary care setting in NI, a previously
under-researched area. This study adds to the
evidence that pharmacist prescribing is widely
accepted and patients positively perceive phar-
macist prescribing; however, there is still a

66 A patient perspective of pharmacist prescribing, L M McCann et al.

paucity of evidence in relation to clinical out-
comes. Patients discussed the importance of a
multidisciplinary approach to their care, espe-
cially when treating those with more complex
conditions and recognized the limitations of
the current model of prescribing. Multimorbid-
ity and polypharmacy are particularly challeng-
ing for the current model of pharmacist
prescribing, which usually centres on specializ-
ing in one clinical area. Future research is
required to explore how pharmacists can effec-
tively manage clinical complexity, multimorbid-
ity and appropriate polypharmacy, and care
for patients holistically within a team-based
approach.
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